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AB S TRA C T

The COVID-19 pandemic has changed everyday life tremendously in a short

period of time. After a brief timeline of the Dutch situation and our manage-

ment strategy to adapt geriatric mental health care, we present a case-series to

illustrate the specific challenges for geriatric psychiatrists. (Am J Geriatr Psychia-

try 2020; 28:839−843)
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INTRODUCTION

T he COVID-19 pandemic has changed everyday
life tremendously in a short period of time.

The threat of contamination is especially frightening
for older persons, as chronological age is a major
risk factor for a severe course and mortality.1 Social
distancing and self-isolation have been imposed by
the authorities to contain or delay the spread of the
SARS-CoV-2 virus (COVID-19) and to prevent a
shortage of hospital intensive care beds. These
measures may have a disproportionately large
impact on the older age group since personal assis-
tance on (I)ADL has to be minimized and the prohi-
bition of family and other social contacts may
worsen feelings of loneliness.2 This impact on
(older) persons, which is already high, may increase
even more in the presence of a psychiatric disorder2

and in the case of lower socio-economic status and
smaller social networks.3,4

A brief timeline of the Dutch situation and our
management strategy to adapt geriatric mental health
care is presented below, followed by a case-series to
illustrate the specific challenges facing geriatric
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psychiatrists. This case-series included patients
treated at GGNet, a large mental health care center
covering a population of around 800,000 in the east-
ern part of The Netherlands, and the Psychiatry
Department at University Medical Center Groningen
in the northern Netherlands.

DUTCH SITUATION REGARDING THE
COVID-19 PANDEMIC

On February 27th, 2020, the first person tested pos-
itive for SARS-CoV-2 in the southern part of the Neth-
erlands, followed by the spread of the virus
throughout the country. Measures were applied in
rapid succession, since mental health centers are not
prepared for the management of communicable dis-
eases. Initially, handshakes were prohibited and
social distancing was applied in the conversation
room. One week later, only urgent visits were
allowed to our outpatient clinics; group sessions were
restricted to a maximum of three persons and one
week later prohibited entirely. Finally, by mid-March,
older outpatients were confined to their homes due to
the lockdown in the Netherlands.

Many aspects of mental health care facilities make
older patients with psychiatric disorders susceptible
to the rapid spread of COVID-19.5 In long-term care
facilities and acute inpatient wards, communal meals
and different group activities, combined with an
inability to follow hygienic and sanitary rules, hinders
the prevention of transmission. As a result, older
inpatients in acute and long-term care mental health
care have been locked-up. Beginning on March 20,
contact with their closest family members was prohib-
ited. This latter restriction may cause iatrogenic dam-
age, as social isolation of older adults is associated
with a higher risk of the onset of chronic diseases
such as cardiovascular, autoimmune, neurocognitive,
and affective disorders.6−8

To comply with national policies on the spread of
COVID-19 and protect geriatric psychiatric patients,
specific COVID-19 isolation units with 5−9 beds were
set up in most mental health centers. In addition to
the fear of infection of our patients, we also feared
running out of staff, especially for inpatient wards.
Quick action was taken in close collaboration between
management and staff to adjust to this new situation.
In addition to safety measures to prevent the spread
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of the virus, a rapid transformation to mobile and
e-health services was implemented in order to con-
tinue the normal and necessary outpatient mental
health care. In the Netherlands, health insurance is
mandatory and covers both primary and specialized
medical treatment, including mental health care. For
specialized medical care, however, all persons have a
mandatory deductible of 385 euros per year. Special-
ized home-care is also available for everyone, when
indicated, for house-keeping, to assist with ADL and
to supervise medication.
CASE-SERIES

Case A − A 78-year-old man suffering from Alz-
heimer’s disease (Clinical Dementia Rating scale = 2
[moderate dementia]) was admitted to an acute inpa-
tient ward of our mental health center, due to confu-
sion and worsening of cognitive functioning after his
partner fell ill and could no longer take care of him.
His daycare in a nursing home had concluded 2
months before. He was screened by the geriatrician
in the ER. The physical examination, including labo-
ratory tests, showed no abnormalities beside a low-
ered nutritional status; specifically, no indications of
infection with COVID-19 were found. However, the
day after admission, he developed a dry cough fol-
lowed by high fever (39.4 C) and shortness of breath.
He was referred to a general hospital and diagnosed
with COVID-19. Three days later he died alone. Ret-
rospectively, we found that his partner had also been
diagnosed with COVID-19 on the same day the
patient was admitted to the general hospital.
Experiencing only mild symptoms, she recovered
completely. In parallel with this case, several other
inpatients in our acute ward, as well as staff, fell ill
and were put in isolation. None of the patients tested
positive on COVID-19. Due to possibility of false-
negative results of the tests, the sick patients were
kept in the quarantine ward until they were free of
symptoms for 24 hours before isolation was con-
cluded. One patient, suffering from a chronic psy-
chotic disorder, destabilized in isolation and became
severely psychotic over the next three days. She
refused to cooperate with our program and medica-
tion, which resulted in coerced admission and com-
pulsory treatment.
Am J Geriatr Psychiatry 28:8, August 2020
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Members of the clinical staff were allowed to
return to work when they were completely free of
symptoms for more than 24 hours.

Case B − In the long-stay ward for older patients,
Mrs. B, an 83-year-old woman, was admitted 7
months ago after the death of her husband. She had a
long history of recurrent affective psychosis in the
context of a schizo-affective disorder. During the
admission, her psychiatric status stabilized and the
following month she was transferred to a geronto-
psychiatric ward of a nursing home.

She complained of pain in her left cheek, which
showed some redness and a palpable swelling, sus-
pected to be a local pustule. Initially, there were no
other symptoms. However, over the following days,
she developed a high fever, her entire face became
red, and she felt very ill and stayed in bed, which
was quite unusual for the patient in question. Her
oxygen saturation was 91%, low for a patient with
no history of COPD. She showed no signs of cough
or respiratory illness, and her pulse and blood pres-
sure were normal. Although a beta-hemolytic group
A streptococcus infection (erysipelas) was consid-
ered the most likely cause, for which antibiotics
were started, we also decided to isolate her in the
``COVID” unit. Her dosage of clozapine was
reduced by half, her leucocyte count was checked,
and she was supported with extra oxygen (2 L/
min). Her oxygen saturation improved. The
COVID-19-test was negative and her blood level of
clozapine and leucocyte counts were fine. The isola-
tion was stopped and she recovered.

Case C − Mrs. C, 77 years old, an outpatient diag-
nosed with a bipolar disorder who had been stable on
lithium the previous 5 years. Her clinical history men-
tioned diabetes mellitus and arthrosis. On March
24th, she visited her GP for severe pain in her ankle;
because the patient responded well to tramadol in the
past, her GP again prescribed tramadol in a dosage of
50 mg OD. The following night she became anxious
and confused. The next day she was seen on the ER
where delirium caused by tramadol was diagnosed,
or possibly derangement of her diabetes (which was
not the case). In the emergency ward, she developed
a fever, shortness of breath and a cough. After physi-
cal examination, laboratory tests and X-ray she was
diagnosed with pneumonia. She tested positive for
COVID-19 and was admitted to the COVID unit of
the general hospital. Fortunately, Mrs. C had done
Am J Geriatr Psychiatry 28:8, August 2020
advance care planning (ACP) in earlier stages with
her daughter, GP and one of our old-age psychiatrists.
In the ACP, it was decided that she would not be
admitted to intensive care if necessary. This was very
helpful for the patient, the family and doctors. Luck-
ily, she recovered after one week with supportive
care, some additional oxygen and careful evaluation
of her lithium. Despite the stress of hospital admis-
sion and fear for dying of COVID-19, her mood
remained remarkably stable and she was discharged
from the hospital in good condition.

Case D - Mrs. D, a 67-year-old female with no psy-
chiatric or somatic history was seen on urgent referral
by her GP to our old-age department, because of
extreme anxiety, depressive mood and nihilistic
thoughts. She worried obsessively about her 35-year-
old daughter, who was living in the southern Nether-
lands, the epicenter of the COVID-19 outbreak. Mrs.
D manifested so-called ``COVID delusions”: she
thought she was the cause of the COVID-19 pandemic
in the Netherlands. She had developed suicidal
thoughts and persisted in the idea that the world
would be saved if she died. As this was the first epi-
sode of psychiatric deterioration, an extensive physi-
cal examination was done, including laboratory tests,
X-ray and brain CT; no abnormalities were found.
Despite the fact that her daughter was not infected by
COVID-19, Mrs. D remained depressed and treatment
was started with a Tricyclic antidepressant.

Case E − Mrs. E1 and E2 both participated in our
day-treatment clinic for older patients 2 days a week.
They followed a CBT-based program including group
sessions for cognitive therapy, behavioral activation,
psychomotor therapy, creative therapy as well as
nurse-directed life-review and goal-oriented sessions.
This program is generally delivered in groups of no
more than eight patients. Since outpatient group ses-
sions were no longer permitted, we converted our
program into online group therapy using Webex. All
patients were instructed individually on how to use
the online system, and five out of eight patients
agreed to continue their therapy using online group
sessions. Two patients consented to the use of their
information for this case series, ie, one patient who
refused online group therapy and one who is cur-
rently participating. Mrs. E1, a 65-year-old woman
diagnosed with a bipolar disorder, refused to partici-
pate. She had recently recovered from a manic-psy-
chotic episode and had just started day-treatment as
841
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follow-up for her inpatient treatment. She refused
online group sessions, which she felt infringed in her
privacy and feared would result in online persecu-
tion. She did however agree to individual online ses-
sions twice a week. Mrs. E2, 77 years old, was able
and willing to join the online group day treatment.
She had a history of a high-level borderline personal-
ity disorder and generalized anxiety disorder. She
experienced a relapse after neurosurgery for frontal
meningioma complicated by epileptic seizures.
While her condition, especially her anxiety, deterio-
rated rapidly at home, she gradually improved
over the course of the first 2 weeks of the online
group therapy. Her husband no longer pressured
us to admit her to an inpatient ward and was
happy to have her at home isolated from family
and friends.

DISCUSSION

The case-vignettes described above illustrate
the immediate clinical challenges we faced in our
mental health services for older people during the
initial weeks of the COVID-19 outbreak in the
Netherlands.

1. The awareness of vulnerability as well as the
involuntary and inescapable self-isolation both
generate anxiety and possibly other psychiatric
signs and symptoms. This will be the case not
only in known psychiatric patients, but also in
the general older population (see case D).

2. Psychiatric deterioration in our existing case-load
could be an initial manifestation of COVID-19
infection (see case A and C). In case C, possible
factors such as delirium from deranged blood-
sugar levels, or the use of painkillers, may have
precluded and delayed proper COVID-19 diagno-
ses (see case C).

3. Expanding on this second point, triage of sus-
pected COVID-19 infections is complex in geriat-
ric psychiatric patients, as is illustrated by case B.
Case B does not take place in a vacuum, since
every week, a number older patients in the long-
stay unit normally contract infectious diseases of
all kinds. Since a small-scale epidemic in a special-
ized old-age center is a horrifying scenario, we iso-
late patients as quickly as possible upon suspicion
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of COVID-19, which may include fever, shortness
of breath, and cough, but sometimes even atypical
presentation of gastrointestinal symptoms,
fatigue, headache or muscle pain alone.9 Since
fever or coughing alone is highly prevalent, most
tests results are negative. In addition, the costs of
isolation are high, as shown by the consequent
effects of case A (Mr. A2). Moreover, placement of
non-COVID-19 subjects on a quarantine ward
poses an ethical challenge, because in worst case
scenarios, patients are infected with the COVID-
19 virus instead of being protected from it.

4. In emergency situations such as a quickly devel-
oping viral infection like COVID-19, ACP is
very useful in supporting clinical decision-mak-
ing (as was the case in case C). We have distrib-
uted clear information for patients in all of our
geriatric wards and opened this discussion pre-
viously as much as possible. The information
indicates that ICU support in COVID-19 will be
required for a long time (3−4 weeks) and that
frail (older) people have low survival rates and
generally end up with major loss of functioning.
Another disadvantage of being in an ICU is that
no family is allowed during this pandemic and
if the COVID-19 is ultimately fatal, the patient
dies alone (see case A). Visitors are not allowed
in normal COVID units either, but in the case of
those who are dying, it is possible to arrange
for family to visit the patient to allow a proper
farewell period and to prevent pathological
grief.

5. Since national policies have restricted outpatient
care programs, we rapidly transformed individ-
ual and group therapy sessions into E-health
programs using telephone or video platforms.
For older people, this is not always possible,
because they lack the knowledge and experience
in the use of these new technologies, and some-
times lack the appropriate resources required
for this kind of connection to begin with. It is
important to avoid ageism, since most of our
patients seem to adapt easily to these opportu-
nities. Some patients need additional support to
get online, e.g. by setting up online connections
with their healthcare providers, and by ensuring
that the family will support online access by
providing computers or tablets to stay con-
nected. Assisting these older people to digitize
Am J Geriatr Psychiatry 28:8, August 20
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will also probably lead to easier access to other
health care service providers and help them to
stay in touch with friends and relatives. A digital
day-treatment program can combine these inter-
ventions and could be an alternative for the in-
person day-treatment (see case E2). Nonetheless,
some psychiatric conditions may prevent the suc-
cessful application of online therapy (see case E1).

In conclusion, this crisis has had an enormous impact
on older persons in our society, and we have to be pre-
pared to face these upcoming challenges and respond
to them with sustainable and effective strategies and
solutions. Our primary concern is our vulnerable older
psychiatric group, which is at major risk of contracting
COVID-19 themselves. Isolation and rapid recognition
of the infected group is our primary goal. After this,
we have to take special care of this group, because
they will suffer more from the social isolation and
lock-down and are at risk of deterioration from these
measures themselves. But this crisis may also offer
Am J Geriatr Psychiatry 28:8, August 2020
opportunities. For example, speeding up individual
and group E-health therapies and E-health visits is a
major task for us now.
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